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Objective: This study investigated whether differences exist in the structural personality dimensions and eighteen maladaptive cognitive sche-
mas among in- and out-patients (Clinical Group) diagnosed with Generalized Anxiety Disorder (GAD) and people from the general population 
without any psychiatric diagnostic (Control Group). 
Methods: The Generalized Anxiety Disorder (GAD) sample (N = 100) included 35 (35%) men and 65 (65%) women, with a mean age of 
36.4 years (SD = 10.86; age range 18-69). The control sample (N = 100), included 28 (28%) men and 72 (72%) women, with a mean age of 
27.1 years (SD = 9.8; age range 19-60). Data were simultaneously analyzed with one-way multivariate analysis of covariance (MANCOVA) to 
measure the effect of group membership on personality dimensions and on dysfunctional cognitive schemas, controlling for participants' age. 
Next, univariate analyses of covariance (ANCOVAs) were done on each item with covariate-adjusted post-hoc comparisons.
Results: The results indicate that the Clinical Group participants had unfavorable scores on all five personality dimensions (i.e., Openness, 
Extraversion; Conscientiousness; Agreeability; and Emotional Stability - Neuroticism) and for almost all of the dysfunctional cognitive schemas 
in comparison with participants in the Control Group. 
Conclusions: These results have general implications in understanding Generalized Anxiety Disorder (GAD) clients and their personality char-
acteristic's profile and dysfunctional/maladaptive cognitive schemas.
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Introduction
Generalized Anxiety Disorder (GAD) is defined by the 
DSM-5 as the presence of anxiety and worry for at least 
6 months, especially related to events and activities in the 
family, professional, and/or academic area.  Accordingly, 
these individuals find it difficult to control their preoccu-
pation and worry (1). Knowing that GAD severely impacts 
social and psychological functioning (2), the present study 
primarily sought to investigate whether there were specific 
patterns of personality dimensions and maladaptive (dys-
functional) cognitive schemas in patients with GAD. Im-
portantly, as far as we are aware, the present study is the 
only study that has measured the maladaptive cognitive 
schemas in patients with GAD with no other comorbidi-
ties (e.g., substance abuse, depression, etc.) By determining 
these specific patterns with the GAD profile, practition-
ers could improve psychological treatments for GAD. The 
lifetime prevalence of GAD in a USA nationally repre-
sentative sample was 5.7%, and prevalence for a 12-month 
period was 3.1% (3). Epidemiologic studies indicate that 
lifetime prevalence of GAD for a 12-month period it varies 
between 1.7% and 3.4% (4). Regarding pathogeny, from a 
neuro-cognitive point of view, it is a known fact that GAD 

is associated with hypoactivation in the prefrontal cortex 
(PFC), which in turn is responsible for emotional regula-
tion that leads to difficulties in the control of emotions, 
especially worry (5-6).

The Five Factor Model
The Five Factor Model (FFM) defines personality by the 
way a person relates to his own past  life experiences and 
consists of five personality factors, namely Openness, Ex-
traversion, Conscientiousness, Agreeability, and Emotional 
Stability Neuroticism (7-11). Out of these five personality 
dimensions, Extraversion and Neuroticism are predictors 
of anxiety and other affective/psychological disorders (12-
14). Further, Conscientiousness is positively correlated with 
Generalized Anxiety Disorder (15). However, the one per-
sonality factor that best indicates the presence of anxiety/
depression is a low level in the Emotional Stability dimen-
sion (16). Moreover, having a high level of Agreeability and 
a low level of Emotional Stability indicates the presence of 
anxiety (17).  

Maladaptive Cognitive Schemas
It has been shown that maladaptive cognitive schemas 
(MCS) develop in early childhood, emerging from nega-
tive interpersonal interactions or relationships within vari-
ous environments, such as family, school, and/or networks * Correspondence to:  Cosmin Octavian Popa
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of friends.  As a consequence, dysfunctional schemas will 
become manifest in adulthood, when the patient experi-
ences life situations similar to those experienced during 
childhood (18-19). These dysfunctional cognitive schemas 
(see Table 1) greatly influence the way individuals think, 
feel, and behave in various social environments.  Similarly, 
the CBT model explains the etiopathogenesis of GAD as 
being facilitated by learning processes which could explain 
why emotions and interpersonal relationships are a con-
stant source of perceived danger for GAD patients (20). 

Objectives
The primary aim of this study was twofold.  First, this study 
sought to investigate whether there are differences in the 
structural personality dimensions, as defined by the Five-
Factor Model of personality (i.e., Openness, Extraversion, 
Conscientiousness, Agreeability, and Emotional Stability – 
Neuroticism) among in- and out-patients diagnosed with 
Generalized Anxiety Disorder (GAD) and people without 
any psychiatric diagnosis from the general population. The 
second objective of the study was to identity whether there 
are differences in eighteen maladaptive cognitive schemas 
(21) (i.e., Emotional Deprivation, Abandonment/Instabil-
ity, Mistrust/Abuse, Social Isolation/Alienation, Defective-
ness/Shame, Failure, Dependence/Incompetence, Vulner-
ability to Harm or Illness, Enmeshment/Undeveloped Self, 

Entitlement/Grandiosity, Insufficient Self-Control/Self-
Discipline, Subjugation, Self-Sacrifice, Approval-Seeking/ 
Recognition-Seeking, Negativity/Pessimism, Emotional 
Inhibition, Unrelenting Standards/Hypercriticalness, and 
Punitiveness) among patients diagnosed with GAD and 
people without any psychiatric diagnosis.  

Methods

Compliance with Ethical Standards
Written consent for research purposes was obtained from 
participants after they received the information about the 
study, and from appropriate Romanian authorities (Ethics 
Commission of Research from UMF Tirgu Mures). Par-
ticipants’ privacy was protected by replacing their names 
with identification numbers on all research documents and 
analyses. This study meets the clinical criteria developed by 
the International Conference on Harmonisation – Good 
Clinical Practice (22) and ethical principles and code con-
tained in Nuremberg (23). 

Participants and Procedure
The sample consisted of clinical (diagnosed with GAD) 
and non-clinical adult. In the combined sample (N = 200), 
the mean age at the time of interview was 31.7 years (SD 
= 11.4), ranging from 18 to 69 years.  Out of 200 par-

Table 1. A Description of Each Maladaptive Cognitive Schema as Measured by the YSQ-S3 Scale adapted for Romanian Population 
(Young, 2005; Trip, 2006)

YSQ-S3 Scale Description 

Emotional Deprivation The individual thinks others are depriving him/her of the emotional support he/she needs, not offering protection and 
understanding.

Abandonment/Instability The individual’s belief that other people will not be able to offer him/her emotional support due to their own instability, 
absence, or possibility to leave them for someone else.

Distrust/Abuse The subject’s belief that others will eventually take advantage of him/her, intentionally deceiving or hurting, humiliating, 
lying, or causing pain.

Social Isolation/Alienation The subject’s feeling of social isolation; the feeling that he/she is different from the others, thus being rejected from a 
social group.  

Defectiveness/Shame A schema which refers to an inferiority complex; the subject seeing himself/herself as incapable, worthless, a bad per-
son, as well fearful of no longer being loved when others notice these things. 

Failure The subject’s conviction that he/she cannot correctly perform most actions, as well as the feeling that no matter how 
hard they try, failure in the important areas of life is certain.

Dependence/Incompetence The sensation of being incapable of attaining daily goals and objectives without help and supervision from others; the 
individual feels helpless.

Vulnerability to Harm/Illness The exaggerated fear of imminent catastrophes which can occur at any time and which cannot be prevented.  

Enmeshment/Undeveloped Self The subject’s exaggerated need to be close to relevant people in one’s proximity (e.g. parents), thus involving an 
exaggerated emotional relationship, leading to a certain degree of dependence and underdevelopment of the subject’s 
autonomy and social identity.

Entitlement/Grandiosity The subject’s belief that he/she is superior to others, thus deserving special rights and privileges.  A disproportionate 
sense of superiority is revealed, the goal being to gain control and power.  

Insufficient Self-Control Low tolerance for frustration, lack of impulse control, difficulty controlling oneself, lack of discipline in order to reach 
certain goals, emotional instability, a disproportionate need to maintain comfort.

Subjugation The subject aims to gain complete control over others.  

Self-Sacrifice An exaggerated focus on satisfying other people’s daily needs, for the purpose of avoiding being seen as selfish by oth-
ers, while at the same time wishing to maintain a relationship with the person the individual wishes to help.  

Approval Seeking/ Recognition-
Seeking

The subject’s exaggerated need to obtain others’ approval and recognition, so that one’s self-esteem becomes depen-
dent on other people’s reactions.

Negativity/Pessimism The subject enhances the negative and pessimistic aspects of life, minimizing the positive and optimistic ones.  

Emotional Inhibition The subject represses his/her actions, feelings, and spontaneous communication in order to avoid disapproval or a feel-
ing of shame.

Unrealistic Standards/ Hypercritical-
ness

The subject’s belief in perfectionism and completeness in reaching one’s goals, based on rigid “must”-like assumptions 
and extremely high performance standards, with the purpose of avoiding criticism

Punitiveness The subject’s belief that people who do not satisfy his/her own standards should be punished for their “mistakes”. The 
subject is also critical with one’s own person and finds it difficult to forget the errors of others.
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ticipants, 137 (68.5%) were female and 63 (31.5%) were 
male; 176 (88%) were Romanian and 24 (12%) of other 
ethnic origins. There were no significant differences (α = 
.05) regarding gender and level of education between the 
subjects in our GAD and control samples. Additionally, 
participants in the GAD group were statistically signifi-
cantly older (M = 36.40, SD = 10.96) than their coun-
terparts in the Control group (M = 27.05, SD = 9.84), t 
(195.75) = 6.35, p < .001.

The GAD group (N = 100) consisted of 35 (35%) men 
and 65 (65%) women, with a mean age of 36.4 years (SD 
= 10.86; age range 18–69).  Of these patients, 61(61%) 
had graduated from college or had postgraduate education, 
while the remaining 39 participants (39%) were educated 
at lower levels.  In addition, 80 participants in this sam-
ple (80%) were Romanian and 20 (20%) of other ethnic 
origins. The Control group (N = 100), representing a non-
clinical population, was composed of 28 (28%) men and 
72 (72%) women, with a mean age of 27.1 years (SD = 
9.8; age range 19–60).  Within this sample, 66 participants 
(66%) had graduated from college or had postgraduate ed-
ucation, while the remaining 34 participants (34%) were 
educated at lower levels.  In addition, 96 participants in 
this sample (96%) were Romanian and only 4 (4%) had 
other ethnic origins.  Most of participants in this group 
(68%) were enrolled in undergraduate medical courses at 
the University of Medicine and Pharmacy of Tirgu-Mures, 
Romania; and the rest of the participants had various other 
professions.  

All participants filled out paper-pencil questionnaires 
(i.e., DECAS Personality Inventory – DECAS, The Young 
Schema Questionnaire – Short 3 – YSQ-S3) and at a later 
date the information was entered into electronic format. 
The information was collected in the Mures County Clini-
cal Hospital (Psychiatric Clinics No. II), Mental Health 
Center Tirgu Mures, as well as within two private psycho-
therapy practices in Tirgu Mures, Romania. The inclusion 
and exclusion criteria were straightforward.  Specifically, 
for the Clinical group, the inclusion criteria were the pres-
ence of Generalized Anxiety Disorder (GAD) diagnosed 
by a psychiatry specialist, and the exclusion criteria was the 
presence of (a) psychotic symptoms, (b) severe personal-
ity disorders (e.g., borderline, schizoid, paranoid according 
to DSM-IV), and (c) mixed personality disorders.  In ad-
dition, for the Control group, the inclusion criteria were 
the lack of psychiatric pathology, and the exclusion criteria 
was the presence of (a) anxiety/depression symptoms and/
or (b) personality disorders.

Measures
All participants in the Clinical sample were diagnosed with 
Generalized Anxiety Disorder using structured interviews 
conducted by seven psychiatrists with vast experience in 
the field (M = 14.5 years), in conformity with diagnostic 
criteria for GAD.   

Questionnaire 
Personality. The DECAS Personality Inventory (24) is a 
psychometric evaluation instrument that has been calibrat-
ed, standardized, and validated on the Romanian popula-
tion, to assess dimensional spheres of personality The in-
ternal consistency of the scales ranges from .70 to .82, and 
the six weeks’ test-retest stability coefficients range from 
.79 to .91 (25).  There is good concurrent validity between 
the DECAS Personality Inventory and the NEO PI-R Per-
sonality Inventory (24), the levels ranging between .57 and 
.81.

Maladaptive cognitive schemas: The Young Schema 
Questionnaire – Short 3 (YSQ-S3) is an instrument de-
signed for measuring maladaptive cognitive schemas and 
it was calibrated, standardized, and validated on the Ro-
manian population.  YSQ-S3 consists of 114 items and 
measures 18 dysfunctional cognitive schemas; The YSQ-
S3 subscales have a very good reliability, with Cronbach’s 
alpha coefficients ranging from .68 to .96, and good dis-
criminative validity (26).  

Statistical Analyses 
For completing the statistical analyses, SPSS (version 19.0) 
and JASP (version 0.7.5.5) were used for the current re-
search (27-28). 

Results

Personality
Importantly, the demographic analyses showed that par-
ticipants in the GAD group were statistically significantly 
older than their counterparts in the Non-Clinical group.  
Considering this result, for measuring the effect of group 
membership (Non-Clinical vs. Clinical) on all five per-
sonality dimensions as defined by the Five-Factor Model 
(i.e., Openness, Extraversion, Conscientiousness, Agreea-
bleness, and Emotional Stability), and controlling for par-
ticipant’s age as a covariate, a one-way MANCOVA was 
performed.  The results showed a significant multivariate 
main effect for group membership, Pillai’s Trace = .211, 
F(5, 193) = 10.29, p < .001, but not a significant main 
effect for participants’ age,  Pillai’s Trace = .004, F(5, 193) 
= 1.36, p = .984.  Significant overall MANCOVA were fol-
lowed by ANCOVAs with each personality dimension as 
a dependent variable, group membership as an independ-
ent variable, controlling for participant’s age (covariate), 
followed by subsequent post hoc comparisons.  As shown 
in Table 2, these subsequent analyses revealed a significant 
effect (p <.05, p <.01, and p <.001) of group membership 
on personality dimensions controlling for participants’ age.  
The effect of group membership had only a marginally sig-
nificant effect on Conscientiousness (p = .075), controlling 
for participant’s age.  Importantly, the covariate (partici-
pants’ age) was not significantly related to any of the de-
pendent variables (personality dimensions).
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Maladaptive Cognitive Schemas 
For measuring the effect of group membership (Non-Clin-
ical vs. Clinical) on all 18 dysfunctional cognitive schemas, 
and controlling for participant’s age as a covariate, a one-
way MANCOVA was performed.  The results showed a 
significant multivariate main effect for group membership, 
Pillai’s Trace = .966, F(18, 180) = 280.59, p < .001, and for 
participants’ age,  Pillai’s Trace = .196, F(18, 180) = 2.43, 
p <.01.  Significant overall MANCOVA were followed by 
ANCOVAs for each dysfunctional cognitive schema as a 
dependent variable, group membership as an independ-
ent variable controlling for participant’s age (covariate) 
followed by subsequent post hoc comparisons. These sub-
sequent analyses revealed a significant effect (p <.05 and 
p <.001), of group membership on maladaptive cognitive 
schemas controlling for participants’ age.  Specifically, as 
shown in Table 3, participants in the Clinical group had 
significantly higher scores on 16 dysfunctional cognitive 
schemas but not on Emotional Inhibition and Unrealistic 

Standards scales compared with their counterparts, con-
trolling for participants’ age. Importantly, the covariate 
(participants’ age) was significantly related to dysfunction-
al cognitive schemas only in the case of Distrust/Abuse; 
Social Isolation/Alienation; Entitlement/Grandiosity; Self-
Sacrifice; and Emotional Inhibition.  

Discussion
As hypothesized, the results of the present study indicate 
that participants in the Clinical group (i.e., patients di-
agnosed with GAD with no comorbidities) had a higher 
level of unfavorable scores on all five dimensions of per-
sonality (i.e., Openness, Extraversion, Conscientiousness, 
Agreeability, and Emotional Stability – Neuroticism) than 
participants without any psychiatric diagnosis, controlling 
for participants’ age.  In addition, the results also showed 
that participants in the Clinical group had a higher level 
of unfavorable scores on all dysfunctional cognitive sche-
mas except Emotional Inhibition and Unrealistic Standards 

Table 2. One-way Analyses of Covariance (ANCOVAs) for DECAS Scale Showing the Difference between Clinical and Non-Clinical Groups 
(N = 200), and controlling for participant’s age

Non-Clinical Group Clinical Group

DECAS Scale Ma SD Ma SD Fb p ηp
c

Openness 52.43 9.91 48.00 11.45 7.06 <.01** .035

Extraversion 49.72 12.08 42.08 13.53 14.66 <.001*** .069

Conscientiousness 48.41 10.39 45.56 10.12 3.21 .075 .016

Agreeableness 52.45 8.98 48.89 9.91 5.87 .016* .029

Emotional Stability 48.20 8.84 39.55 8.19 42.61 <.001*** .178
Note. * p < .05, two-tailed. ** p < .01, two-tailed. *** p < .001, two-tailed.
a Estimated marginal means controlled for the effect of participant’s age.
b ANOVAs df  = 1, 197 of group membership .
c Effect size (Partial Eta Squared) for differences between groups. 

Table 3. One-way Analyses of Covariance (ANCOVAs) for YSQ-S3 Scale Showing the Difference between Clinical and Non-Clinical Groups 
(N = 200), and controlling for participant’s age

Non-Clinical Group Clinical Group

YSQ-S3 Scale Ma SD Ma SD Fb p ηp
c

Emotional Deprivation 11.80 5.12 21.04 3.13 196.07 <.001*** .499

Abandonment/Instability 13.14 5.37 22.92 2.21 234.06 <.001*** .543

Distrust/Abuse† 14.41 5.23 23.50 2.93 198.69 <.001*** .502

Social Isolation/Alienation† 14.01 4.75 15.71 4.27 5.97 <.05* .029

Defectiveness/Shame 8.48 4.21 16.84 3.23 205.91 <.001*** .511

Failure 12.78 5.71 18.73 3.05 70.50 <.001*** .264

Dependence/Incompetence 13.73 5.42 18.14 3.32 39.95 <.001*** .169

Vulnerability to Harm/Illness 10.34 4.20 18.48 2.28 240.54 <.001*** .550

Enmeshment 10.71 4.89 18.07 3.75 117.99 <.001*** .375

Entitlement/Grandiosity† 10.10 5.16 21.44 2.27 368.94 <.001*** .652

Insufficient Self-Control 15.18 7.09 20.14 2.67 36.01 <.001*** .175

Subjugation 12.61 5.18 18.96 2.54 101.84 <.001*** .341

Self-Sacrifice† 14.25 6.20 19.46 4.08 42.74 <.001*** .178

Approval Seeking 29.92 9.39 58.10 12.48 271.61 <.001*** .580

Negativity/Pessimism 14.00 6.05 46.35 5.79 1237.09 <.001*** .863

Emotional Inhibition† 33.51 13.16 21.36 3.16 70.68 <.001*** .264

Unrealistic Standards 30.84 9.42 20.41 2.39 95.87 <.001*** .327

Punitiveness 38.39 11.29 59.54 8.03 193.45 <.001*** .495
Note. * <.05, *** p < .001, two-tailed. 
a Estimated marginal means controlled for the effect of participant’s age.
b ANOVAs df  = 1, 197 of group membership. 
c Effect size (Partial Eta Squared) for differences between groups. †For this item, the participant’s age also had a statistically significant effect. 
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when compared with participants in the Control group 
(non-clinical participants). 

Specifically, (see Table 2) our study revealed that pa-
tients with GAD showed statistically significantly lower 
scores on Openness (M = 48.00), Extraversion (M = 42.08), 
Conscientiousness (M = 45.56), Agreeableness (M = 48.89), 
and Emotional Stability (M = 39.55; or high Neuroticism), 
controlling for participants’ age, compared with their 
counterparts in the Control group.  In the case of Consci-
entiousness (M = 45.56), the difference was only marginally 
significant.  This pattern of results is consistent with other 
studies which found low scores on these dimensions of per-
sonality in clinical samples.  Specifically, these studies not 
only showed low scores on Extraversion, Conscientiousness, 
and Emotional Stability (high Neuroticism), but also they 
revealed a relationship between these personality dimen-
sions and the presence of anxiety and depression symp-
tomatology (29-30). Not only are the aforementioned 
low scores of these personality dimensions associated with 
anxiety and depression symptomatology, but along with 
low Agreeableness, these four characteristics are typically as-
sociated with almost all types of symptoms of clinical dis-
orders (31). Furthermore, in the case of GAD patients, a 
general personality profile highlights the presence of low 
Extraversion and Emotional Stability represented by various 
psycho-behavioral patterns such as shyness, lack of social 
enthusiasm, avoidance to take on leadership roles, emo-
tional repression, social inhibitions, distress, feelings of 
hopelessness and helplessness, as well as pessimism (17). 
Our results suggest that the chronic nature of GAD could 
be attributed to personality because the dimensional struc-
ture of personality is stable, with certain alterations occur-
ring over time only at the surface level (11).  Also, high 
Neuroticism plays an important role in the occurrence and 
persistence of the specific worrying symptoms of GAD, 
even if the two (Neuroticism and GAD) are different clini-
cal entities (32).  In addition, low scores of Agreeability 
and Emotional Stability were also found in a non-clinical 
sample of undergraduate students (33), where these two 
personality dimensions were also associated with maladap-
tive cognitive schemas, supporting the assumption that, in 
general, personality dimension can be seen as a predictor of 
these dysfunctional patterns of thinking. 

In our study, out of the 18 maladaptive cognitive sche-
mas (MCS/dysfunctional schema), 16 were statistically 
significantly higher (unfavorable) for patients with GAD 
compared with participants with no psychiatric pathology, 
controlling for participants’ age (see Table 3).  Two sche-
mas were an exception, occurring at a higher level in the 
patients with no psychiatric pathology, namely the Emo-
tional Inhibition and the Unrealistic Standards schemas.  
Specifically, the MCS which occurred at the highest levels 
in GAD patients were Emotional Deprivation (M = 21.04), 
Abandonment/Instability (M = 22.92), Approval Seeking (M 
= 58.10), Negativity/Pessimism (M = 46.35), and Punitive-
ness (M = 59.54).  Generally, in the case of GAD patients, 

these MCS are responsible for a dysfunctional thinking 
pattern.  For example, Emotional Deprivation is often ex-
hibited as a dysfunctional thinking pattern where an in-
dividual with GAD worries about the likelihood of loved 
ones being unable to offer the emotional support and safety 
they need.  Moreover, there are cognitive distortions gener-
ated by the Abandonment/Instability schema, which causes 
feelings of intolerance to uncertainty, characterized by the 
fear of being deserted for another person or by worry re-
lated to the fact that emotional support from a loved one in 
a time of need might not be received.  In this context, the 
Approval Seeking schema generates a relationship with the 
world and those around the individual that is formed by 
way of feedback received from the people around him or 
her, so that self-esteem becomes dependent on the reaction 
of others.  Punitiveness is responsible for a critical percep-
tion of one’s own person as well as of those around him or 
her, so that errors committed by others, or by oneself, are 
forgotten with difficulty.  

MCS are not only associated with GAD, but also are 
related with anxiety/depression disorders, and the pres-
ence of these schemas can also indicate comorbidities 
with various personality disorders or substance abuse (34).  
Furthermore, there are specific MCS associated with each 
personality pathology (35).  We know that GAD is strong-
ly associated with personality disorders (36), and from a 
clinical and comorbidity point of view, GAD is also simi-
lar to emotional disorders, namely depression (18).  For 
instance, regarding depressive symptoms, an association 
has been found between high Neuroticism and low Ex-
traversion, and the presence of MCS (37).  Two schemas 
are mainly involved here, namely Emotional Deprivation 
and Abandonment/Instability (38).  Interestingly, these two 
schemas are similar both in GAD patients and depressive 
patients; and it would be interesting to find out in future 
studies whether both GAD and depressive patients present 
common dysfunctional cognitive schemas.

Conclusions
The results of this study have general implications regard-
ing our understanding of GAD clients and their personal-
ity profile characteristics and maladaptive cognitive sche-
mas.  Additionally, these results encourage us to believe 
that cognitive-behavioral therapy (CBT) intervention 
for GAD patients could be adapted to target the specific 
symptomatology of this disorder such as (a) the maladap-
tive cognitive schemas that play a role in the chronic nature 
of GAD, and (b) the disharmonic dimensional structure of 
these patients’ specific personalities. 

The intensity and severity of MCS in anxiety disorders 
or chronic psychological conditions (including GAD) 
may indicate the use of a complex psychotherapeutic ap-
proach such as Schema Therapy (ST). This is due to the 
fact that patients with high MCS scores present a primary 
diagnosis of anxiety disorder, which can co-occur with per-
sonality disorders or organic illnesses.  Specifically, ST is 
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a therapeutic direction focused on persistent or chronic 
psychological issues and may be appropriate in the context 
of GAD (39). Furthermore, treating GAD through Meta-
cognitive Therapy (MCT) can also be a viable treatment 
option, based on the results presented in this study.  For 
this purpose, however, the conceptualization of the MCS-
based model (specific to ST) should be transitioned to a 
more MCT specific model.  Moreover, an integrative ap-
proach of CBT, combining multiple techniques or orienta-
tions (i.e., Rational Emotive Behavior Therapy, Cognitive 
Therapy, Schema Therapy or Metacognitive Therapy, and 
Mindfulness) can also be a good therapeutic approach for 
GAD (20).     

Thus, future studies should investigate the impact of 
treatment, comparing Schema Therapy with antidepres-
sant medication in treating GAD.  It would be interesting 
to determine whether the efficiency of a direct approach 
to MCS’s through Schema Therapy is superior, equal, or 
inferior to antidepressant medication. Based on the present 
study, a specific therapeutic plan for treating GAD could 
be created, tested, and empirically validated using the find-
ings from this study.

Limitations
Non-probability sampling techniques were used in select-
ing the participants of the current study, and, consequent-
ly, caution is necessary when interpreting and generalizing 
the outcomes of this convenience sample study.  Further-
more, the self-reported measures (i.e., DECAS Personal-
ity Inventory and Young Schema Questionnaire – Short 
3) could have been influenced by social desirability bias or 
the presence of psychopathologic symptomatology.  In ad-
dition, the present study only investigated the differences 
between clinical and non-clinical groups across variables 
for personality characteristics and maladaptive cognitive 
schemas, and, therefore, no causal relationship can be as-
sumed.  Additionally, the significant effect of participants’ 
age on five schemas (i.e., Distrust/Abuse; Social Isolation/
Alienation; Entitlement/Grandiosity; Self-Sacrifice, and 
Emotional Inhibition) should be taken into account when 
results are interpreted. Future studies (with a more diverse 
sample in respect to age) are needed to elucidate the nature 
of this relationship.
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